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The Health Insurance Plan
Of Gteater New York
With Its Older Enrollees

By GEORGE BAEHR, M. D.,
President and Medical Di-

rector, and NEVA R. DEAR-

DORFF, Ph. D., Director of
the Division of Research and
Statistics, Health Insurane.
Pldn of Greater New York

The Health Insurance Plan of
Greater New York is a voluntary,
nonprofit corporation operating un-

der the insurance laws of the State
of New York. Every kind of med-
ical and surgical service is available
to its 282,000 subscribers. Because
of the absence of age limits, a fairly
large number of old people are In-

sured under the plan. On May 31,
1951, persons of 50 or over consti-
tuted 18 percent of the total enroll-
ment; about 15,000 members were
over 60, and almost 6,000 were over
65 years of age.
Analysis of the utilization of

physicians' services in 1948 and 1949
reveals that the rates for all HIP
enrollees were identical in both years

and that there was comparatively
little difference in the utilization
rates for older and younger persons.

About the same proportion of serv-

ices was given to people both under
and over 50 years in physicians'
offices or in group medical centers.

Proportionately, only half as many
home calls were made to older per-
sons as to persons under 50 years.
On the other hand, the proportion of
physicians' visits to older persons in
hospitals was about 46 percent
higher than such visits to younger
persons.
The 929 persons of 70 and over,

both men and women, had an aver-
age of 8.4 office visits, less than one-
half a home visit, and less than
three-quarters of a hospital visit in
1949. Thus, a wide margin remains
for people of this age to increase
their rate of utilization without
creating any serious pressure on a
plan like HIP.
Older persons had a slightly larger

fraction of their care given by the
general physician than was the case
with persons under 50. HIP rec-
ords show that older persons re-
quire comparatively more service
from internists, general surgeons,
and urologists, as would be antici-
pated. Older persons in the HIP
population have also required more
surgery, with the demand from
males exceeding that of females.

Unless, in its enrollment process, it
has attracted an excess of unhealthy
people under the age of 50 and an ex-
cess of healthy people over that age-
which seems most unlikely-the ex-

perience of the Health Insurance
Plan of Greater New York demon-
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strates that older persons are not ex-
cessive users of physicians' services.
Enrolled in the proportions In which
they occur in the general popula-
tion, older people do not present
problems of any magnitude or seri-
ousness to a properly conducted plan
of prepaid comprehensive medical
care.
There is much to be learned about

ways to improve medical care for
the aging; a higher utilization rate
among the aged may occur as more
is learned about the possibilities of
improving the health of older per-
sons. There is no reason to believe,
however, that the inclusion of the
aged in a prepaid comprehensive
medical care plan should materially
affect the premium rates necessary
for good medical care of families at
various ages in life. As soon as
geriatrics becomes a well-defined and
generally recognized medical spe-
cialty, with sufficient representatives
to undertake work in considerable
volume, the HIP medical groups can
integrate geriatric services in the
same way as pediatric services are
now incorporated in the groups'
medical programs.

The full text of this paper is
scheduled to appear in a forthcom-
ing issue of the Journal of Geron-
tology under the title, "The
Experience of a Health Insurance
Plan with Older Enrollees."
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Involuntary Retirement and
Morbidity and Mortality

By M. L. BARRON, Ph. D.,

Department of Sociology

| |emi g and Anthropology, Cornell

University

Cornell University is engaged in
a 7-year longitudinal nation-wide
study to test the hypothesis that in-
voluntary, unplanned retirement
based on chronological age acceler-
ates morbidity and mortality and ag-

gravates symptoms of senility. Dif-
ferentials on morbidity and mortal-
ity will be obtained for the follow-
ing groups, among others:

1. Those continuing fully active
vocationally after 65 versus those
fully retired.

2. Those who retire abruptly at 65
versus those who gradually retire.

3. Those retiring involuntarily
versus those who retire voluntarily.

4. Those retiring without plan
versus those retiring on a planned
basis.

5. Those remaining at work after
65 for economic reasons versus those
continuing for other reasons.
Two pilot studies in an industrial

plant in Ithaca, N. Y., and a commu-

nity study in Elmira were under-
taken to determine the variables in
old age which may affect or be af-
fected by retirement. These studies
will be used as a starting point for
a 1-year nation-wide survey of a rep-

resentative group of 1,000 urban peo-

ple, aged 60 and over, and for a series
of follow-up, in-plant studies com-

mencing with 64-year-old people who
are gainfully employed. Long-range
checks will be made on the physical
and mental morbidity and mortality
of the latter group, and detailed in-
formation will be obtained regard-
ing health, activities, social roles,
and other factors.
To determine attitudes toward re-

tirement, more than 500 persons

representing a cross section of the
population were interviewed in El-

mira. A majority indicated that
the individual himself or a doctor,
rather than an employer, the Gov-
ernment, or the union, should make

the decision as to when a person
should retire.

Reactions to the statement, "Work-
ers should 'be encouraged to retire
at 65," elicited a response of 56 per-
cent in accord. The youngest re-
spondents held this belief to a far
greater extent than middle-aged or
older ones; apparently older re-
spondents identify themselves with
the problem of retiring at 65 much
more than younger respondents. In
response to another question, the
answer to which might indicate bias
on the part of the respondent, more

than three-fourths felt that older
people did not demand more consid-
eration than they have a right to
expect. The analysis by age indi-
cated, contrary to expectation, that
it was not the youn^gest group pri-
marily who agreed to the statement.
Rather, this prejudice among older
people was registered to a greater
extent by respondents who were apt
to be influenced by stereotyped ideas
of racial or ethnic group origin.
Older respondents may be more prej-
udiced against persons of their own
age, although other questions indi-
cated that they were less arbitrary
and more individualistic about de-
cisions for retirement. This appar-
ent inconsistency and others may be
probed further in this extensive
study to determine how the aged
feel and to learn more about their
behavior.

Something to Live For

By GEORGENE E. BOWEN,
Director, Philadelphia's Rec-
reation for Older People

The Health and Welfare Council
of Philadelphia asked the Philadel-
phia Recreation Association to un-
dertake a program of establishment
of recreation clubs to enrich the so-
cial life of many of the estimated
226,400 persons over 65 in its tri-
county area. With the assistance
of an advisory committee and a proj-
ect director, together with 98 pri-
vate and public organizations, a
groundwork of understanding and
cooperation was laid before actual
promotion was begun.

'The Recreation Association first
obtained free space and facilities
from settlement houses, city rec-
reation centers, "Y's," churches,
and homes for the aged. Sponsoring
committees were formed to provide
stability, financial backing, and vol-
unteer help to the clubs. "

Whenever possible, professional
staff was used to work with older
people, but mainly lay persons have
acted as leaders and volunteers. At
present 480 nonprofessionals are
serving enthusiastically. Institu-
tions, workshops, and conferences
were held to train a total of 555
professional and nonprofessional
workers.

The Program and Responses

Local sponsoring committees ex-
tended invitations to known older
neighbors to participate in planned
recreational activities. Although
the problem of making contact with
older persons is still baffling, the
response of those who could be
reached was immediate and enthu-
siastic. Today there are over 3,700
individuals gathering in 80 centers.
They attend an average of 20 meet-
ings a year.
At these "Golden Age Clubs," there

is dancing, singing, playing games,
painting, working at arts and crafts.
Oldsters write and recite poetry,
hold contests, take time for book
reviews and current events, go on
trips, and give dramatic programs.
The clubs are mostly neighbor-

hood groups and vary in cultural
and economic backgrounds. There
are racial, cultural, and religious
mixtures responsive to a single in-
terest or to several. There are both
employed and unemployed members
of all economic strata. Class dis-
tinction does not exist-in a single
club there is a blacksmith and a
Ph. D. The age range is great, from
60 to 100 plus. In a span of 40 years
two full generations may be repre-
sented.

The Community
Even though a leisure program has

a powerful therapeutic force in the
life of an older person, happy group
association has a far-reaching bene-
ficial effect on the community. The
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older person is no longer a burden
but an asset to his locality.
The club door swings both ways,

admitting the community and at the
same time leading the older people
into community life to which they
are quick to respond.

Illnesses and resistances which
characterize the older and lonely in-
dividual often miraculously disap-
pear. There has not been a single
heart attack and only one minor
Illness at the club meetings. Finally,
the negative attitudes of older in-
dividuals dissatisfied with their com-
munity change, and those of the
community change too. Prejudice
disappears, and tolerance of other
faiths, races, economic and cultural
levels takes its place.

Improving Health Care
In Nursing Homes

By L. E. BURNEY, M. D.,
Health Commissioner, and
MARTHA O'MALLEY, M. D.,
Director, Division of Hospi-
tal and Institutional Serv-
ices, Indiana State Board
of Health

Institutional care of the aging is
becoming increasingly important.
Public health workers are interested
in institutional care because of their
responsibilities in problems of the
aged, including chronic diseases, and
because they are often required to
assume functions in the inspection
and approval of institutions.
Nursing homes, private and pub-

lic, should provide adequate care
and should maintain reasonable
standards to safeguard the health
and promote the welfare of their
residents, particularly elderly peo-
ple. One of the measures to assure
standards is through the licensure
and approval of institutions. There
has been a definite trend in this
country for States to enact laws re-
quiring licensure of hospitals and
nursing homes. This trend was
stimulated by the enactment of the
Federal Hospital Survey and Con-
struction Act and by the recent
amendments to the Social Security
Act.
In Indiana, considerable study was

given to the development of a sound

program for the licensing and ap-
proval of a number of institutions.
The responsibilities of the State
Board of Health are in the field of
health and environmental sanita-
tion. It works closely with the De-
partment of Public Welfare, which
administers the program of approval
of county homes for assistance
cases, and with other State agencies
having similar responsibilities.
Most operators of institutions are

sincere and well-intentioned, but
they sometimes fail because of lack
of awareness or understanding of the
problems or because of inability to
cope with the situation. Therefore,
the program should be one of educa-
tion and assistance, rather than of
compulsion. Police methods should
be resorted to only when all other
methods fail. Standards and regu-
lations should be in the form of
basic principles rather than an out-
line of specific details. The applica-
tion of principles allows for flexi-
bility and encourages individual
variation to meet particular situa-
tions.
There are certain common basic

problems which have appeared in
the work with county and nursing
homes in Indiana. These are: (1)
lack of a definite plan for care of
chronic disease patients in different
age groups; (2) lack of community
understanding and support; (3) lack
of a representative group of citizens
to work with operatQrs of homes on
policies and programs for care; (4)
need for administrators to under-
stand program planning and the
needs of chronic disease patients;
(5) need for supervision of nursing
care by qualified registered nurses;
(6) need for well-balanced diet and
meal planning for the aged and
chronically ill patients; (7) almost
complete absence of physiotherapy
services; (8) the little effort made
to keep the persons in county or
nursing homes occupied; (9) the
limited amount of medical care now
provided, which is usually on the
basis of individual need rather than
on a definite plan of supervision and
care; and (10) need to improve the
physical structure to provide good
environmental sanitation and to
modernize utilities and service fa-
cilities.

A comprehensive evaluation of
present health needs of older people
and a plan based on their needs
should be made. The plan should
include an allocation of public and
private nursing home beds based on
realistic criteria of need and on the
proposed over-all program. This
plan should -be developed before li-
censing agencies proceed with regu-
lations, since requirements should be
directed to the program of patient
care the institution is expected to
carry out. A model set of regula-
tions and standards for public and
private nursing homes should also be
developed to serve as a guide to
States and counties in working out
their own requirements. Personnel
specifications should be established
to include experience, training, and
personal qualifications of the staffs
of nursing and county homes.
Finally, special training programs
should be inaugurated for the licens-
ing of agency personnel.

0 . 0

The full text of this paper is sched-
uled to appear in a forthcoming issue
of Geriatric8.

Nutrition, Senescence,
And Rejuvenescence

By A. J. CARLSON, Ph. D.,
and F. HOELZEL, Ph. D., De-

rtment of Physiology,
University of Chicago

More than 35 years ago, the senior
author found that a 5-day fast, un-
dertaken to study hunger, produced
highly beneficial physical and men-
tal after-effects. Marked general
improvement lasting at least 6
months was experienced by Hoelzel
following a 26-day fast in 1913, and
similar improvement was experi-
enced in 1917 following a 15-day fast,
despite the development of nutri-
tional edema.
These experiences seemed to sup-

port the findings of Child in experi-
ments with planaria-that starving
had some rejuvenating effect (Se-
nescence and Rejuvenescence, Uni-
versity of Chicago Press, 1915).
Child regarded the rejuvenation of
planaria by starvation to involve an
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increase in the rate of metabolism.
Studies on three dogs and seven men
eonflrmed this view although one
study on Hoelzel did not.

In 1928, it was found that mental
performance of three subjects was
inereased above the prefasting level
for some time after fasting.
Prolonged fasting evidently pro-

duces the most striking effects and
after-effects within the shortest time.
Hoelsel found that a general im-
provement following intermittent
fasting seemed equal to that follow-
ing less prolonged fasts. In 1940,
however, he found that, with aging,
the ability to do light work while
fasting one or two days evidently de-
creased, and the ability to become
nutritionally rehabilitated rapidly
after short fasts also decreased.

In a study on rats it was found
that fasting 1 day in 3 was about
the optimum for prolonging the life
span without significantly impairing
growth. Life span of rats fed a con-
centrated or rich diet ad libitum was
shortened and fertility impaired,
and It was impossible to maintain a
population of 50 rats after the third
generation. Ten generations were
obtained from the most fertile rats
before reproduction failed com-
pletely, but this represented a total
breeding span approximately no
longer than the single life span of
some of McCay's long-lived rats.
An impairment of reproduction

can be considered as representing an
Impairment of the periodic rejuve-
nation which normally prevents a
cumulative aging of the species. The
observations of Rudzinska on Tok-
ophyra infusionum have shown that
overeating can impair reproduction
and shorten the life span of lower or-
ganisms, and the authors believe that
their flndings on rats apply also to
man.
Fasting or prolonged food restric-

tion, if not carried too far, can evi-
dently produce conditions in which
the organism can at least temporar-
ily utilize larger amounts of food
than can be utilized at the same age
by a continuously fed organism. On
a purely physical basis, nothing may
be gained, as the decrease in energy
production during food restriction
may only be balanced by the in-
creased energy produetion during

nutritional rehabilitation. However,
improved mental functioning during
nutritional rehabilitation may out-
weigh depressed functioning during
food restriction.

It is possible that the striking
beneficial after-effects of prolonged
fasting may be due to a hypertrophy
of the adrenals or that the nonessen-
tial tissues used up in starvation
may include abnormal acc'umula-
tions of some intermediary product
of metabolism.

Illness Among Older
People in Hagerstown

By A. CIOCCO, M. D.,
Graduate School of PubJik
Health, University of Pitt,-
burgh, and P. LAWRENCE,
M. D., Division of Public
Health Methods, Publk
Health Service

This paper is an analysis of data
gathered in two house-to-house sur-
veys, conducted 20 years apart,
1923 and 1943, in Hagerstown, Md.
The analysis is concerned -with the
occurrence of chronic illness and
death in the 20-year interval and
with the relationships involved.
The longitudinal type of study, i.e.,
a study based on repeated observa-
tions on the same group of persons
over a period of time, is a valuable
method of answering some of the
important questions related to an
aging population, particularly sick-
ness and disability trends.
From findings in the National

Health Survey and the Hagerstown
survey of 1943, it is estimated that
at age 65 about 40 percent of the
population have some chronic dis-
ease or major impairment. Al-
though this measure of prevalence
is valuable, it does not measure
change-the relationship of current
health status to past exposure to
disease. For this information, it Is
necessary to obtain data on inci-
dence, which, for the chronic dis-
eases, require the longitudinal ap-
proach; this permits us to observe
the frequency of change in a group
with known characteristics by fol-

lowing the same individual over a
span of years.
Analysis of the data shows that

of persons 40 to 50 years of age in
1923, less than 50 percent were alive
and without chronic iness in 1948,
and ouly slightly more than 20 per-
cent of those who were 50 to 60 years
old In 1923 were alive and well in
1943. Previous chronic illness has
an unfavorable effect on future
health status. A substantial pro-
portion of the persons who are ill at
65 have had the same or another
chronic illness for at least 20 years.
This leads to the conclusion that, if
disease is to be prevented in the
man of 65, observations must be be-
gun and action taken before he is 45.
Approximately 100 of every 1,000

persons who are well at age 45 will
require, during the next 5 years,
medical attention for the onset o: a
chronic disease or a major impair-
ment. Some will require periodic
medical treatment, but a few will
need almost constant medical care
of some kind until they die. Nearly
25 percent of those who are well at
60 will develop, within 5 years, a
chronic ailment for which they will
probably require medical care and,
in many cages, care of a continuing
nature.

Management of the
Older Employee With
Medical Problems

By RUFUS B. CRAIN, M. D.,
M. P. H., Medical Director,
Kodak Office and Camera
Works, Eastman Kodak Co.,
Rochester, N. Y.

The Bastman Kodak Company
emphasizes the value of selective job
placement and follow-up of workers
with physical or mental disabilities.
Job descriptions now include Infor-
mation concerning physical require-
ments and job environment, and the
total information is made available
to the medical department. Thus, it
is possible to match physical capac-
ities with work requirements. This
system has disclosed a number of
jobs not previously recognized as
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suitable for the older or disabled
worker.
The company's experience with

accident and sickness rates reveals
that age is a factor contributing
significantly to the sickness-disabil-
ity rate. Men 40 years of age and
over lost nearly two and three-quar-
ters times as many days per person
as those under 40. Likewise, older
women (40 and over) lost nearly
one and three-quarters times as
many days per person as younger
women,. However, age is not a prob-
lem as far as industrial injuries are
concerned. On the basis of the num-
ber of lst-time injuries per 1,000
employees, the company has found
that the rate of disabling injuries is
roughly the same in all age groups.
The company's nutrition depart-

ment carries on a general educa-
tional program for workers, as well
as counseling for managers of cafe-
terias nnd service dining rooms and
individual counseling with employ-
ees. Many older people referred
because of such conditions as over-
weight or underweight, osteoarthri-
tis, hypertension, etc., have been
greatly beneflte(d by proper diets.
As a result of a growing need

for attention to personality disor-
ders and problems of adjustment, a
psychintrist was added to the staff
of the medical department on a part-
time basis. The preventive aspects
of the psychiatric program are
stressed, consistent with the com-
pany's conviction that continuing ed-
ucation In the psychological and psy-
chiatric approach to employee prob-
lems is necessary for all levels of
management. Psychosomatic dis-
turbances, particularly the anxiety
type of neurosis, account for the
majority of mental disorders found
in industry. On the basis of the ex-
perience of the Eastman Kodak Com-
pany, age does not appear to have
any striktng effect on the type of per-
sonality disorder encountered(
Experience with employees having

cardiovascular disease indicates
that, with proper placement and fol-
low-up, persons with various im-
palrments may be satisfactorily em-
ployed.
Normal retirement, with eligibil-

ity for benefits commensurate with
length of service, occurs at age 65.

However, most people may continue
to work for Eastman Kodak as long
as their health and ability to do
their jobs permit. In the past few
years, the company has instituted
educational programs on prepara-
tion for retirement and on activi-
ties after retirement.

The full text of this paper is sched-
uled to appear in a forthcoming is-
sue of the Archives of Industrial Hy-
gse,w and Ocoupational Medicine.

Clinical Problems
In Gerontological
Rehabilitation

By M. M. DASCO, M. D.,
Service of Physical Medi-
cine and Rehabilitation,
New York City Department
of Hospitals (Goldwater
Memorial Hospital)

Rehabilitation of the aged aims to
restore such persons to their fullest
physical, mental, social, and eco-
nomic usefulness. This definition
clearly shows that the problem Is
more than medical and the aid of all
ancillary specialists has to be en-
listed to rehabilitate an aged person.
In spite of the ever-growing scope of
specialization, there are a great numn-
ber of morbid conditions which al-
ways happen to be "outside the field"
of any specialist It is the duty of
the rehabilitation specialist to han-
dle these heretofore neglected con-
ditions and bring about as full a
restoration as the situation permits.
Rehabilitation activities of elderly
persons could be arbitrarily classi-
fied into three groups: (1) restora-
tion of the obviously handicapped
aged (such as those suffering from
hemiplegia, arthritis, fractures, and
neuromuscular diseases); (2) reha-
bilitation of those who are chroni-
cally ill but show no obvious signs
of disability (patients with chronic
cardiac and pulmonary diseases );
and (3) restoration of the elderly
person who has no manifestation of
a specific disease but whose physi-
cal fitness is impaired.
With the basic principle in mind

that a mere geriatric clinic is in-
sufficient for the successful rehabili-

tation of an elderly patient, a
gorontologieal guidance clinic is
being planned, which will offer com-
plete rehabilitation in terms of the
deflnition given above.

Services Offered
The service will consist of three

main sections, the flrst of which will
offer complete medical and surgical
services, including a complete physi-
cal rehabilitation service and nutri-
tional consultation. The second will
be the psychosocial service and will
include a psychologist and social
workers who will work in close co-
operation with the psychiatrist and
the rest of the members of the med-
ical-surgical section. A domestic re-
lations counselor will help to adjust
the aged patient and his environ-
ment to each other and thereby elim-
inate the frequently observed fric-
tion between two or often three gen-
erations who are forced to live to-
gether. This section will also have
housing and legal consultants to take
care of the special problems arising
in these fields.
The third will be the vocational

and employment section, which
will consist of a testing psychol-
ogist and a vocational and em-
ployment counselor. This section
will advise on vocational training
and retraining and will attempt to
obtain employment for the success-
fully rehabilitated elderly patient.

Specialist Participation
Joint conferences with the partici-

pation of all medical and nonmedical
specialists will make it possible to
discuss all facets of the elderly pa-
tients' complex problems and will en-
able us to render a more efflicient and
realistic service to these people.

Such a service will not only be
useful- for the elderly siclk of the
community, but it will also provide
essential counseling service for ln-
dustry In helping them to establish
a sounder retirement policy by re-
placing the archaic chronological sys-
tem with one based on the worker's
physical and mental status and his
ability to perform.

The full text of this paper is sched-
uled to appear in a forthcoming
issue of Geriatrics.
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The Young Candidate for
Coronary Heart Disease

By M. M. GERTLER, M. D.,

Department of Medicine,
Columbia University Col-
lege of Physicians and

Surgeons

Modern diagnostic methods have
achieved a great deal in the diagno-
sis of the acute or subacute phase
of coronary heart disease which
terminates in myocardial infarction.
The increasing death toll from cor-

onary heart disease suggests that an-

other form of approach to this prob-
lem be studied, namely, the preven-

tion of coronary heart disease. In
a recent study of 100 individuals
who had experienced myocardial in-
farction prior to the age of 40, cer-

tain leads were uncovered which
may help in recognizing the individ-
ual who is prone to coronary heart
disease. One hundred and forty-six
normal individuals of roughly the
same physique, occupation, and
ethnic origin were used as controls.

It is noteworthy that 42 men in the
coronary heart disease group held
managerial positions; 11 were pro-

fessional individuals; 7 were semi-
professional individuals; 4 were

skilled workers; 30 were semiskilled
workers; and 3 were unskilled
workers.
On the basis of the study, certain

phenotypic expressions were se-

lected which are thought to repre-
sent the coronary heart disease pro-

file pattern:
Hereditary History. Presence of

coronary heart disease in any sibling
or In either parent at an early age;
history of metabolic diseases, arth-
ritis; history of hereditary hyper-
uricemia and hypercholesterolemia.

Psychological History. Strong,
goal-directed drives, usually with
accomplishment; aggressive pattern
not an outstanding feature; high
athletic rating in contact sports;
"less masculinity" in absolute
values, as revealed by Terman-Miles
test.
Anthropometry and Somatotype.

Dominant mesomorphy; secondary
endomorphy; decreased linear meas-

urement (on the average the coro-

nary heart disease group was 2
inches shorter than the average
height of the control group); in-
creased horizontal measurements;
no evidence of an abnormal increase
in weight.
Biochemistry. Serum cholesterol

elevated; serum uric acid elevated;
serum lipid phosphorus slightly ele-
vated; serum cholesterol/serum lipid
phosphorus ratio increased; "CUP"
index (cholesterol x uric acid/lipid
phosphorus) increased; reduced in-
tensity of saliva to low EMr' (elec-
tromotive force) values; urinary
17-ketosteroid excretion, low nor-
mal; basal metabolic rate, low
normal.

Clinical History. Usually no
signs of heart disease prior to the
coronary episode.
The question may be asked, "What

may one do once preselection of the
coronary-prone male is made?" It
has been demonstrated that the
relationship of the total choleste-
rol/lipid phosphorus ratio may re-
flect the stability of the cholesterol
in the serum. The degree of intimal
permeability to cholesterol may be a
very important factor, for one could
theoretically conceive of a condition
whereby the coronary intima is im-
permeable to cholesterol or to its
products. In view of this, preven-
tive therapy would consist in re-es-
tablishing the total serum choles-
terol/serum lipid phosphorus ratio
and decreasing the permeability of
the intima in the coronary arteries.

0 . 0

The full text of this paper was
published in The Journal of the
American Medical Association, 147:
621-625, October 13, 1951.

An Adequate Program
Of Medical Care
For Elderly People

By FRANZ GOLDMANN,
M. D., Associate Professor
of Medical Care, Harvard
University School of Public
Health

There is wide agreement about the
need for a broad and well-balanced
medical care program to meet the

requirements of the aged at the least
cost compatible with adequate
service. The problem common to
civilized countries is the elimina-
tion of obsolete practices and poli-
cies, the improvement of services
which have met the test of time, and
the filling of gaps in accordance
with current scientific knowledge
and social philosophy.

Over-all Plan
Health needs of older people are

numerous and complex and in some
respects quite different from those
of younger people. Generally, the
amount and types of services needed,
as well as their duration, substan-
tially exceed those for younger
groups. This situation arises from
five factors: frequent occurrence;
severity and long duration of phys-
ical and mental diseases; exacer-
bation of conditions originating
earlier in life; serious course of some
acute diseases in old age; psycholog-
ical, social, and economic effect of
illness in elderly people; and the
social and economic setting within
which elderly people live in many
countries, particularly those in ad-
vanced stages of industrialization
and urbanization.

Components
The program must include serv-

ices of general physicians and
specialists, dentists, pharmacists,
social workers, professional and
practical nurses, homemakers and
housekeeping aides, and others pos-
sessing special skills. It must in-
clude a supply of prescribed drugs
and appliances.
The essential physical facilities in-

clude diagnostic clinics, general and
special hospitals designed to serve
patients with long-term illnesses,
nursing units or complete hospital
sections in homes for the aged, and
boarding or nursing homes under
medical supervision. The diagnos-
tic clinic is the heart of a forward-
looking program.
As important as physical facilities

for the sick is low-rent housing for
the displaced elderly person, with
provision for health supervision.
Efforts should be made to maintain
older people in their own homes.
Organized housing projects should
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replace huge institutions. Within
large communities, housing projects
should be equipped with small in-
firmaries and nursing service to pro-
vide care at home.

Organization of Paymnent
Orderly arrangements for financ-

ing programs are as important as
their creation. Adequate physical
facilities are expensive; the task of
raising necessary capital may be
beyond the power of any single group,
voluntary agency, or political unit.
Cooperation is the answer. General
tax funds to supplement resources of
voluntary organizations have been
provided in some countries. Oper-
ating costs of a medical care pro-
gram should be met through insur-
ance, general tax funds, or a com-
bination of both, with emphasis on
self-help. An insurance system
which will meet the needs of elderly
persons must include medical care
and disability and old-age benefits.
To the extent that insurance funds
are spent on health care and income
maintenance, the need for public as-
sistance declines.
To be effective and economical, a

program for the elderly must assure
comprehensiveness, continuity, and
consistency of qualitatively ade-
quate medical care through the
stages of health, acute sickness, con-
valescence, and long-term illness.
Health of the older person must be
maintained, diseases associated
with higher age prevented, and ill-
ness must be met through early diag-
nosis and prompt treatment. The
program must cover service at the
home, the offices of the doctor and
the dentist, the diagnostic and treat-
ment clinic, the hospital, and the
institution designed for long-term
care. Emphasis on institutional
care, neglecting home and office care,
is insufficient, unwise, and costly.

Specifications
Success of a health-service pro-

gram for elderly people depends on
progress in scientific medicine, es-
pecially gerontology; education of
all people in the principles of health-
ful living; and the establishment
and improvement of general pro-
grams of medical care for all age
groups. Otherwise, such a program

will still be useful to the individual
but extremely costly to the com-
munity.

Furthermore, income must be pro-
vided to enable elderly persons to
maintain a decent standard of liv-
ing. Also, such a program requires
careful preparation, including ar-
rangements for both systematic or-
ganization of service and for method-
ical payment. Execution by stages
over several years may be necessary.

Organization of Service
There must be systematic organi-

zation of the services of professional
and auxiliary personnel, of clinics,
hospitals, and related facilities, and
use of definite methods to compen-
sate service personnel. Teamwork
is essential because of the variety
of health personnel and institutions
involved. Differentiation of service
and division of labor will go far to
make the total program efficient and
economical, reduce personnel short-
ages, and free expensive hospital
beds. Organization and teamwork
mean determining the functions to
be performed by the various profes-
sions and use of a referral system
among institutions.

0 . 0

The full text of this paper Is
scheduled to appear in a forthcoming
issue of Geriatrices.

Older People Live
In Institutions

By BENJAMIN L. GROSS-
MAN, Executive Director,
Drexel Home, Chicago

Institutional housing for older
people includes the nursing home,
both profit-making and nonprofit;
homes for the aged, both public and
private; county homes; infirmaries
and hospitals for the infirm and
chronically ill; and hospitals for the
mentally ill. Older people enter in-
stitutions because they have a
chronic illness, because of physical
disability, because of personality dif-
ficulties, and because they are not
wanted or needed in the family.

An institution for older people
should be a therapeutic and rehabil-
itative agency. The approach should
be individualized and founded upon
a knowledge of human behavior and
motivations. This implies a irecog-
nition and an acceptance of the fun-
damental principle that an older per-
son's response to his problems will
be like that of any adult.
When people who have grown

older live in an institution, they have
a right to good medical care, com-
fort, protection, privacy, freedom of
speech and action, good nutritious
food, proper social and recreational
life, clean shelter, respect for their
possessions, and the right to worship
as they desire.

Licensing laws can help to improve
and to insure the welfare of the peo-
ple who live in institutions, and every
State should have such laws. How-
ever, a law alone will not solve all
the problems; it must be one element
in a broad, constructive, community
program. Laws need to be supple-
mented with methods for improving
the low quality of care now pro-
vided in many institttions through-
out the country.
A licensing law should be brief,

simple, and clear-cut. In general, it
should deal with broad objectives
and leave detailed requirements for
administrative rules and regulations.

Standards of good care and ade-
quate services are vitally Important.
Administrators and operators of var-
ious institutions for the aged must
be encouraged to provide the care
which will result in maximum bene-
fit for the people who live in the in-
stitutions. In its broadest sense,
thus, the care of older people is a
community problem.

Cost of Chronic Illness

By RAYMOND A. HILLIARD,
Ph. B., LL. B., Executive
Director, Welfare Council
of New York City

Despite new medical discoveries-
and there are certainly great ad-
vances in sight-there is much to be
don,e in preventing chronic illness.
It is now possible to say that at least
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50 percent of chronic illness can be
arrested if treated early enough.
Moreover, rehabilitation can work
new miracles.

In the social sciences, however,
there is 1ittle progress to report.
Society has relegated increasing
numbers of old people to an economic
and social scrap heap, with increas-
ing evidence of discrimination
against employment of older people.
Handicaps of age have become as
real as many of the physical handi-
caps, even though there Is no con-
nection between them.

Prevention Stressed
The most Important approach in

both medical and social spheres is
for understanding and prevention
rather than treatment. The social
sciences should emulate the medical
sciences in their conquest of chronic
diseases, to insure equal success in
attacking the social handicap of in-
creased age.

Costs of chronic illness. are both
direct and indirect. The former are
confined to medical and related serv-
ices for nursing and hospital care.
Indirect costs include employment
loss not only by the chronic invalid
but by those who must care for him.
There are also social losses such as
the "tyranny" imposed on the house-
hold in which the chronic invalid
lives.
Perhaps as many as 25 million

people have some chronic disease,
and nearly 1 million deaths and 1
billion days of disability a year can
be ascribed to such illnesses. It is
estimated that between 1.25 and 1.5
percent of the total population have
chronic Illness of prolonged dura-
tion, requiring the help of others
and progressing to a need for con-
stant attention and special service.

Chronic Illness is not a problem of
the aged alone. It strikes devastat-
ingly in the middle years.
Chronic invalidism is the greatest

single factor, other than great eco-
nomic depression, in forcing people
onto public a,ssistance rolls. In a
typical Illinois county, almost one-
fourth of all public assistance recip-
ients were chronic invalids. Of the
aged, well over one-third were
chronic invalids. In addition to
economic and physical care prob-

lems, chronic illness creates other
problems: children or parents may
have to give up employment in order
to care for the sick; physical or emo-
tional impairment of family members
carinig for the invalid may result
in affecting others, in a "chain
reaction."
Although the fields of geriatrics

(diseases of the aged) and geron-
tology (the aging process) perhaps
represent most-neglected areas of
medical and social sciences, there Is
a present awareness of the great' sig-
nificance of the aging problem. At-
titudes toward chronic invalidism
need thorough revision. Too often
there is a sense of shame, minimiz-
ing knowledge of the problem and
hindering planning. Such an atti-
tude is intensified by the fact that
there are few adequate facilities out-
side the home, so that institutional
care for nn invalid is regarded as
"unnatural" or "heartless."
This tragic situation can be cor-

rected and these costs of chronic
illnesses may be averted. Costs will
double unless research, treatment,
and rehabilitation are intensified.
Apart from functional disorders,

old people deteriorite because they
are not wanted-society has not
planned for their utilization. De-
terioration is hastened and pro-
moted in the face of lonely years
of unrelieved idleness. Community
planning may provide some of the
answers. In New York City, for in-
stance, day centers provide a place
where older people may gather.
They rejoin society, become a part of
things, and feel wanted. New
York's Hodson Center has enrolled
over 1,000 old people as members.
Only one has entered a mental insti-
tution, although statistics indicate
that on an average 40 would have
been admitted. Here is prevention
at little cost and one answer to the
overcrowding of our mental institu-
tions. Many more centers are
needed, but government and private
philanthropy cannot afford to pro-
vide them. The answer may be
found in every neighborhood and in
every community which has churches
and synagogues. They have facil-
ities and their members can raise
funds and supply volunteer staffs. A
precaution must be taken-churches

should initiate programs only with
competent, trained, social work di-
rection. And, as is done in child
care, government can provide con-
sultation services through welfare
or health departments.

Exploring Housing
Needs of the Aging

By BLEEKER MARQUETTE,
A. B., Executive Secretary,
the Public Health Federa-
tion, Cincinnati.

The best available estimates indi-
cate that probably about 95 percent
of people over 65 years of age live
in individual households, either
alone or with otlhers. Moreover,
that is the way they seem to want to
continue. The major problem in
housing for older people is an ade-
quate supply of acceptable housing
units adapted to their ability to pay.
There doesn't seem'much likelihood
of meeting the need effectively un-
less the over-all housing situation Is
improved.
The principal housing problems for

older people occur among middle-
and low-income groups. The solu-
tion for middle-income older people
would seem to be the same as that
for middle-income families gener-
ally, namely, more housing at mod-
erate prices. For low-income fam-
ilies, where the situation is most
-serious and where housing is sub-
standard and inadequate, some kind
of subsidized housing is needed. If
the aging are to benefit, a clarifica-
tion of public housing policy is essen-
tiaL More dwelling units must be
provided for two-person and one-
person families, and the single older
person, as well as older couples, must
be made eligible and welcome. This
must be done, not at the expense of
younger families, whose needs are, If
anything, greater than those of the
aging, but through the addition of
more small units suited to older
people.
Although many older people are

able to make good adjustments in
various types of living arrange-
ments, most of them prefer to stay

Public Health Reports134



in their own homes, even through
mild illness. In order to enable
them to do so, certain auxiliary aids
should be made available to them.
Among these are visiting housekeep-
ers to help with housework, home
medical and nursing care, and the
services of social case workers.
Some older people, particularly those
who are single and are inclined to
be lonely when living by themselves,
want congregate living if they are
not too greatly regimented. More
such homes of the modern type
geared to older people's wants and
allowing a maximum amount of free-
dom of activity are in demand.

It is questionable whether hous-
ing units need to be specifically de-
signed and reserved for older peo-
ple. Some of the special housing
needs of older people are speciat
provisions for safety, doors wide
enough for a wheel chair, elimina-
tion of stair climbing, heating and
ventilating subject to control by the
occupant, absence of excessive noise,
and accessibility to transportation,
stores, libraries, and other facilities.
Rather than thinking in terms of
promoting the development of hous-
ing units to be set aside for older
people, a more practical approach
might be to establish standards for
features in housing that are desir-
able for older persons and also for
other small households. Then a con-
certed effort might be made: (1)
to persuade private builders to ad-
here to these principles in designing
smaller units, and local housing au-
thorities to incorporate them in their
planning, and' (2) to induce both
groups to provide more of them.

Public and Private
Community Planning
For the Aged

By HENRY L. McCARTHY,
Commissioner, New York
City Department of Welfare

The relationship between public
and private welfare agencies in
planning and executing programs for
the aged requires re-examination in

the light of modern trends. Until
recently, most assistance, especially
institutional care, was provided by
private agencies. Conditions of city
and county homes and public mental
institutions were for the most part
bad.
Programs for the aged can no

longer be thought of in terms of
institutional care only. Ilrst, the
question of employment of the older
person has to be considered. Then,
because of the rapid increase in
urban population, housing for older
people must be developed. Finally,
there are more older people; better
medical diagnosis and treatment
have brought better health for more
years of life than ever before.

Economic Status
The economic status of older peo-

ple is fundamental to cooperation be-
tween public and private agencies.
At best there are 20 percent of those
65 years of age or over who have
sufficient income and health and are
otherwise situated so that they have
no need for welfare agencies. At
the other extreme, purely economic,
22.4 percent of those 65 years of
age and over must rely on public old
age assistance. In New York City,
those on public assistance rolls com-
prise 10.6 percent of all those 65
years of age and over. The present
trend is toward a greater percentage
of the aged finding support through
public assistance and for greater lib-
eralization of these programs
Other services are available to

those receiving assistance payments.
In New York City, medical care,
nprsing, and housekeeping services
in the home, convalecent home and
institutional care, and social services
are provided. The completeness of
services available to recipients of
public aid underlines the fact that
those who are not quite eligible for
assistanee are much worse off than
those who are on the program.
Their needs are often great but they
must look to private agencies.
Complete cooperation between

public and private groups may re-
duce the public assistance lists. In
the field of rehabilitation, public
agencies should refer the handi-
capped to private organizations.

In addition to those who are re-

ceiving assistance or are entirely in-
dependent, perhaps another 25 per-
cent of the older people are sup-
ported by their children. There are
also 1.7 million beneficiaries under
the Federal Old Age and Survivors'
Insurance program. Other pro-
grams, such as the Railroad Retire-
ment Plan and, of great significance,
private pension plans, also provide
support. We may be approaching a
solution of economic problems of the
aged, but money is not all that is
involved.

Social Status
The Idleness and isolation to which

older people are often consigned
bring mAny to thb brinkr of despair.
Mental and nervous breakdowns and
possible commitments to mental in-
stitutions result. In New York, day
care centers for the aged, sponsored
by private agencies and the depart-
ment of welfare, provide an oppor-
tunity for older people to develop a
satisfactory social life of their own.
They require less medical care and
lead otherwise normal lives.

Institutions for the aged, both
public and private, are improving,
changing from mere custodial cen-
ters to centers offering many pro-
grams and activities even for the
chronic invalids. We are learning
to discard the term "incurable."
The home for the aged maintains
apartments, finds foster homes and
furnished rooms, correlates its work
with health, visiting nurse and
housekeeping services, and makes
referrals for hospital care.
By working with public organiza-

tions, private agency programs may
be vastly extended. Continuation of
public assistance payments helps to
support the private agency. None of
the private agencies could maintain
their programs without public as-
sistance payments to those who are
destitute.

In New York, a Mayor's Advisory
Committee for the Aged, composed
of leaders in both private and public
welfare fields, is concerned with the
problems of the aged generally.
This correlation on the basis of
equality and mutuality in planning
for the aged is an outstanding ex-
ample of the interrelationship of
both for the benefit of all.
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Hospital and
Institutional Care

X By A. P. MERRILL, M. D.,

Superintendent, St. Barna-

bas Hospital, New York
city

Among our most effective tools for
care of the geriatric patient in mod-
ern society are hospitals and related
institutions. However, they have
not been advantageously employed
compared with their utilization in
acute medical conditions. The hos-
pital can play an ever-progressive
role in public health programs by
being the center for health and med-
ical care activities concerned with
the chronic disease patient.
A reduction in chronic disease

would greatly lighten the economic
burden in caring for an aging popu-
lation, since invalidism and dis-
ability increase progressively with
age. However, it is estimated that
by 1980 there will be about 40 mil-
lion persons with chronic illness in
the Nation, a third of whom may
need adequate hospital care for
diagnosis, treatment, or rehabilita-
tion.

There are three major categories
of geriatric patients: (1) the short-
term patient with an illness of un-
der 6 months' duration, who ordi-
narily is subject to rapid rehabilita-
tion, and who is frequently cared
for by the general hospital; (2) the
long-term patient requiring care for
from 6 months to 2 to 3 years, who
may make a much slower recovery
and who is frequently found in the
specialized hospital for chronic dis-
eases; and (3) those patients with
extreme handicaps and severe im-
pairments of health for whom the
outlook is less encouraging for com-
plete recovery but who can never-
theless make improvements. These
patients are generally found in
chronic disease hospitals, in welfare
institutions, custodial and nursing
homes, and even homes for the aged.

In planning community programs
for care of these three types of pa-
tients, two fundamental principles
should be recognized. The first ap-
plies to the dynamic concept of the

medical state of patients with
chronic disease, who are either get-
ting well or getting worse. Thus,
there is a continual interchange
among these three basic categories,
and a comprehensive community pro-
gram should provide for appropriate
facilities which would enable pa-
tients to be transferred to those ac-
commodations most suitable to their
medical conditions. The second prin-
ciple is that medical care for all
categories of the chronically ill
should be integrated and continuous,
so that a person changing from one
dynamic medical state to another is
not penalized for lack of adequate
medical and nursing care.

Chronic Disease Facilities
There are at present about 127,-

500 hospital beds for the chronically
ill. In addition, it is estimated that
a quarter of a million geriatric pa-
tients are housed in many other
types of institutions, including nurs-
ing homes, welfare institutions, and
the like, where the quality of med-
ical care may not always be ade-
quate and where the program may
fail to meet modern standards. It
is estimated that during the next 15
to 20 years some 300,000 beds will
be needed for general categories of
chronic illness, about 175,000 of these
for active medical care and 125,000
for related care.
Aging and chronic disease are not

synonymous, but there is a large in-
terrelation which should be consid-
ered. Moreover, aging complicates
chronic illness. The care of the
geriatric patient in modern society
requires the development of exter-
sive community and institutional re-
sources under both governmental
and voluntary auspices; integra-
tion and control programs should be
established through both types of
agencies. Every State health de-
partment should have a division of
geriatrics or chronic disease control.
The chronic disease hospital

should be a center for professional
and public education, prevention,
and research, as well as for new ad-
vances in care and treatment. It
should also be the center for the
training of professional and auxil-
iary personnel and for development
of administrative leadership.

A community of 100,000 people
would require a 450-bed chronic dis-
ease facility-200 beds for active
medical care and 250 beds for the
custodial,, domiciliary, or infirm
aged. Such a facility could be op-
erated independently, in a physical
sense, or integrated with an exist-
ing general hospital. There is not
just one pattern of hospital care for
the geriatric and chronic disease pa-
tient that will fit every conceivable
situation. Each community should
study its individual needs and act
accordingly.
Methods must be found for financ-

ing the cost of hospital and institu-
tional care for the chronically Ill and
infirm aged. Voluntary and private
insurance programs should be broad-
ened and extended to cover long pe-
riods of sickness and disability,
which c u r r e n tl y are excluded.
Amendments to the Social Security
Act are feasible, as well as medical
assistance programs from Federal,
State, and commpunity sources. The
economic aspects of the problem are
momentous and upon their solution
largely depends the satisfactory out-
come of all health, medical, and re-
lated problems.

Health Services for the
Aging in Saskatchewan

By FREDERICK D. MOTT,
M. D., Health Department
of Saskatchewan, Canada,
LEONARD S. ROSENFELD,
M. D., Division of Public
Health Methods, Public
Health Service, and MAI-
COLM G. TAYLOR, University
of Toronto

In the last 7 years the Province of
Saskatchewan has developed a wide
range of health services, including
government-sponsored hospital care,
tax-supported care of cancer cases,
comprehensive medical and hospital
services for recipients of public as-
sistance, compulsory medical care in-
surance in the Swift Current health
region, a grant-in-aid program for
hospital construction, and an air
ambulance service.
Health services for the aging in

Saskatchewan have developed as
part of the general community pro-
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gram. Nevertheless, of all groups in
the community, the aging benefit
most from the values of organized
health services. For the aging, the
need for medical services rises
sharply at a time in life when in-
come either remains fixed or dimin-
ishes.
Three programs which are of sig-

nificance to the aging are the hos-
pital services plan, medical services
for social assistance recipients, and
the Swift Current health insurance
program. During the 4 years of
operation of the hospital plan there
has been a substantial increase in
the utilization of hospital services.
This increase was most marked in
the age group 65 and over. In 1950
the average length of stay in hos-
pitals for the group aged 65 and over
was 21.6 days compared with 9.2
days for the people under that age.
This is a result of numerous factors,
including differences in the causes
of illness, differences in recupera-
tive powers, and changes in mobility
and social environment among older
people.

Analysis of the Swift Current
health region compulsory insurance
program reveals that those over 65
years of age receive a much greater
volume of care than those under 65.
This is true for office and home care,
as well as for hospital care.
The health programs in Saskatche-

wan are characterized by the re-
duction of economic barriers to
necessary health services, and by a
minimum of restrictions. With the
removal of economic barriers to care
of the aged, it is possible to measure
the force of various medical and so-
cial factors which influence the de-
mand for and the provision of medi-
cal services. It is obvious that ag-
ing, with its physical, social, and
psychological concomitants, contrib-
utes toward a high demand for
health services.
The aging, as a group, provide a

rich field for the study of medical
sociology, not because of problems
peculiar to this group, but because
many of the physical, psycholog-
ical, and social ills common to all
ages converge toward the end of
life, creating some of the most diffi-
cult problems in organizing an ef-
fective system of health services.

The Normal Precordial
Electrocardiogram
In the Aged

By 0. OLBRICH, M. D.,

Ph. D., and E. WOODFORD-

WILLIAMS, M. D., General

Hospital, Sunderland, Eng-
land

This study is concerned with elec-
trocardiographic changes caused by
age and with deviations from the
accepted norm of the younger pop-
ulation. Five hundred in- and out-
patients admitted during the period
of 4 months to the geriatric unit of
the Sunderland Group of Hospitals
were electrocardiographed and their
electrocardiograms analyzed. Fifty
young normal subjects (aged 20-40)
were investigated under the same

basic conditions.
The results showed that in, the

young the vertical and semivertical
positions of the heart predominate,
whereas in the aged the horizontal
and semihorizontal positions are
more common. In the precordial
and unipolar extremity leads, P
waves are smaller in amplitude in
the aged than in the young controls,
and with advancing years the per-
centage of absent P waves increases.
With advancing years more Q

waves are found in the precordial
lead V3. The amplitudes of the R
and S waves do not differ, nor do they
differ significantly in the aged as
compared with the young controls.
The sum of R in V5 and S in VI

representing the left ventricular po-
tential and the sum of R in Vl and
S in V5 representing the right ven-
tricular potential do not change with
advancing years. The QRS dura-
tion is longer in the aged than in
the young. The ventricular activa-
tion time differs slightly in the aged
when compared with the young con-

trols. RS-T depressions in the left
precordial leads, especially in V4
and V5, were found in 11 percent
of the cases. The amplitudes of the
T waves decrease with advancing
years. The transitional zone (le-
pends on the rotation of the heart
around its three axes. The PR in-
terval does not change with advanc-
ing years and the QT ratio increases

with age, but not above the upper
limit of the normal.

Electrocardiographic Patterns
The heart, fixed in the thoracic

cavity by the great vessels at its
base and supported in this posi-
tion by the lungs and diaphragm,
might rotate, displaced, with the
apex forwards or backwards. In
the aged, additional factors play an
important role Nvith regard to the
position of the heart: alteration of
shape of thoracic cavity, senile
atrophic emphysema, the lower posi-
tion of the diaphragm, and the tor-
tuosity and elongation of the aorta.

Thus, spatial changes could be re-
sponsible for certain electrocardio-
graphic patterns encountered in the
aged. As evidence for this, we have
taken tracings with the patient in
the supine and recumbent positions
and by rotating his body at different
angles were able to produce Q waves,
shift of the transitional zone, and
increase or decrease of the ampli-
tudes of the R and S waves in both
unipolar and precordial extremity
leads.
From the above we draw the con-

clusion that the decrease or in-
crease of the amplitudes of the- dif-
ferent waves and deflections is not
due to change of action current
caused by age but simply expresses
the distance of the exploring elec-
trode from the heart. We do be-
lieve that the action current does not
change with advancing years.

0 . 0

The full text of this paper is sched-
uled to appear in a forthcoming is-
sue of the Journal of Gerontology.

Health Status and
Health Requirements of
An Aging Population

By GEORGE ST.J. PERROTT,
M. A., MARCUS S. GOLD-
STEIN, Ph. D., and SELWYN
D. COLLINS, Ph. D., Divi-
sion of Public Health Meth-
ods, Public Health Service

The number of persons aged 65
and over is increasing rapidly, both
in absolute numbers and in relation
to the total population. This paper
reviews the health status of this
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group, measured by the prevalence
of illness and the receipt of medical
care, and gives estimates of future
national trends in volume of illness
and medical care In an aging popu-
lation. The data are based on the
National Health Survey of 1935-36,
supplemented by the morbidity
studies of the Eastern Health Disn
trict of Baltimore during the period
1938-43

In the general population sampled,
the annual case rate for chronic dis-
abling illness was approximately
one-fourth the rate found among
persons aged 65 and over. For the
average person in the older group
the period of disability from chronic
illness during the year was more
than four times as long as that ex-
perienced by the average person in
the general population.
The so-called degenerative dis-

eases (mainly cardiovascular-renal
disorders) are responsible for nearly
one-third of the annual disability
rates among the older age group, but
account for less than 10 percent of
the rate among the general popula-
tion. Among those aged 65 and over,
heart diseases head the list of 10
leading causes of disabling illness
and of days lost because of dis-
ability.

Future Medical Care Needs
Projecting these findings into the

future, the number of disabling ill-
nesses lasting seven consecutive
days or longer may be about 25 per-
cent higher In 1960, and more than
40 percent higher by 1975. Days lost
annually from disability will rise
80 to 40 percent by 1960 and even
higher by 1975. As a result of both
increase in population and increase
in the number and proportion of the
aged, the future thus wiil bring in-
creasing demands for the services of
physicians, hospitals, and nurses.

In 1935, physicians' services for
persons aged 65 and over with car-
diovascular-renal conditions totaled
7.3 million vtists annualy. If the
same rate of visits is appled to the
1975 population of the United States,
the comparable annual total may
reach 18.7 million visits. In 1975,
more than 25,000 hospital beds will
be needed for these conditions alone
by persons aged 65 and over, on

the basis of use in 1935. In that
year, about 10,000 beds were used
for cardiovascular-renal disorders
among this age group.
Advances in medical knowledge

and techniques, changes in the in-
cidence, prevalence, and severity of
illness, and economic factors that
may alter earLier patterns of utiliza-
tion of medical and other health
services may well require modifica-
tion of these predictions Despite
these qualifications, a few conclu-
sions seem inescapable. Larger
numbers of people (especially wom-
en) will Live to an age in which their
health status will require expanded
resources to meet their needs for
services of physicians, nurses, and
other health personnel, and for hos-
pital care. Increasingly, medical,
hospital, and nursing serrices will be
concentrated on the chronic diseases.
Control of these diseases would
greatly reduce not only the time lost
from disability but also the patient
load on hospitals, nurses, and physi-
cians.

Organized Community
Planning for Old Age

By PHILIP W. SWARTZ,
Executive Secretary, Com-
munity Council of Bridge-
port and Eastem Fairfleld
County, Conn.

To what extent are American
communities utilizing and applying
present knowledge concerning ger-
ontology to serve the older portion
of the population? A questionnaire
survey yielded responses from 155
community areas, with over 72 per-
cent of all areas of 75,000 or more
listing an organization engaged in
social planning. This represents 44
States. An analysis of some of the
responses follows.

Questions and Responses
"Do you have a committee in your

community concerned with over-all
planning for old age?" About one-
third of the communities had operat-
ing committees and an additional
one-sixth had plans for formation of
committees. Middle-sized cities

showed greatest activity; cities with
over 1,000,000 population had only a
75-percent coverage; the lowest rate
was found in cities of smallest size.
Although most communities had one
or more services, many have been
operating without much change for
a long period.
"What specialized programs and

facilities have been developed in
your community?" -The largest
number of community areas were
engaged in recreation. Following,
in order, were homes for the aged,
educational programs, hospitals,
special and counseling services, and
employment and vocational advice.
Only. six community areas men-
tioned housing to serve the needs of
the aging.
"Who pays for what?" Of the

485 facilities and programs spon-
sored in 137 urban areas, 32.5 per-
cent were operated by voluntary
agencies; 28.6 percent wvere tax sip-
ported; 16.7 percent were operated
by religious bodies; 12.2 percent, by
clubs or indeperident organizations;
4.5 percent, by member paynents;
4.5 percent, by schools; and 1.4 per-
cent, by commercial buisinesses.
The greatest community needs

were listed in order of importance:
housing and living arrangements,
employment services, public relief,
visiting homemaker service.
"What difficulty is enconntered by

old people In obtaining employment
in a normal labor market ?" Diffi-
culty increased with atge in both nor-
mal and defense labor markets, but
to a lesser degree in the defense labor
markets.
"What are the chief attitudes in

your community toward old age,
and what changes have occurred
over the past decade?" In a con-
siderable number of areas, the
thinking of the community and the
attitudes of employers are now
favorably disposed' toward consid-
ering the older person as an indi-
viduaL Many areas felt that the
development of retirement plans and
insurance requirements have helped
to withhold application -of some
favorable attitudes in the employ-
ment market. Considerable prog-
ress made during World War II in
the attitudes of employers has been
maintained.

Public Health Reports138



Evaluation
A large number of communities

have made considerable progress
and some are displaying imagina-
tion and interest pointing toward
major contributions. There are
fewer bright spots where frontier
and experimental services are be-
ing sponsored. A great lag exists
between newer knowledge that has
been developed on basic needs and
application of such findings. Many
programs are not suited to com-
munity needs. Great gaps exist
throughout the country, with hous-
ing a pressing need for all sections
and in all areas. Improvements are
essential in services for employment,
health, specialized home care, per-
sonal counseling and adequate finan-
cial allowances for the dependent
and partially dependent.

Finally, the investigation empha-
sizes that society has in no substan-
tial way recognized the responsibil-
ity for meeting psychosocial needs
that accompany the later years of
life,

0 q .

The full text of this paper is
scheduled to appear in the January-
February 1952 issue of Geriatrcs.

Housing of the Aged, 1950

By LEONARD S. SILK, LL. B.,
Division of Housing Re-
search, Housing and Home
Finance Agency, Washlng-
ton, D. C.

To date there has been a lack of
a factual, over-all picture of the ex-
isting housing characteristics and
living arrangements of older people
in the United States. The absence
of such information has made it vir-
tually impossible to qualify the
housing needs of the aged for the
Nation as a- whole and to relate these
needs to those of the rest of the pop-
ulation. The tendency has been to
ooncentrate research on the welfare
and medical aspects of housing, with
too little attention given to the eco-
nomic dimensions of the problem.
In the hope of remedying this situ-

ation, the Housing and Home Fi-
nance Agency has analyzed special

tabulations of data drawn from the
housdng census of 1950. The survey,
based on preliminary data, of a na-
tional 1-in-a-1,000 sample of the
American population, covers the
housing circumstances only of those
aged persons who are heads of
households, not those who live as
dependents in families headed by
younger persons.
With the aged defined simply as

those over 65, the total number of
such persons living in urban or rural
nonfarm housing in 1950 was 10,570,-
000. It is estimated that at least 80
percent of all persons over 65 main-
tained independent households.

Home Ownershzp
The percentage of home ownership

is higher among persons over 65
(68.2 percent) who are heads of
families than for the general popu-
lation (53 percent-). However,
older people own less valuable struc-
tures than do the population gener-
ally. Those older people who are
renters pay lower rents than the
rest of the population. Persons over
65 tend to have larger dwelling units
than the younger population. But
more households headed by older
persons were small-two persons or

less. As a result, there is far less
overcrowding among households
headed by older persons than for the
population as a whole. On the other
hand, the condition of the housing
in which the older groups live is be-
low average.

Characteristics of Housing
In general, the aged tend to occupy

relatively more very low-rent dwell-
ing units and low-value structures,
and their housing is relatively more
dilapidated and deficient in plumbing
facilities. However, overcrowding
is not a particular problem for older
people. Housing for older people is
shaped and characterized by tke
following: The aged receive less in-
come, have smnaller families, and oc-

cupy older dwellings in older neigh-
borhoods than do other groups in the
population.

* * 0

The ful text of this paper Is sched-
uled to appear in a forthcoming Isue
of the Journa of Gerontologi.

Geriatrics:
General Considerations

By MALFORD W. THEWUS,
M. D., Thewlis Clink, Wake-
field, R. 1.

Favorable economic conditions,
better hygiene, medical and surgical
advances-especially the use of anti-
biotic substances-have increased
the national life span. There are
many problem facing us in caring
for the older population. There are
fewer nurses and fewer hospital
beds. At the same time there is an
increase in chronic illness, especially
since people live longer.
Perhaps the best approach to the

problem is to keep the aged popula-
tion ambulatory as much as possible.
This can be accomplished by better
hygiene, improved nutrition, and
adequate housing.,
The physician can keep older pa-

tients active and working by treat-
ing them In his office. Once they
get into an institution they are
likely to remain there. Already
there are postgraduate courses in
practical office procedures for physi-
cians. More efficiency will enable
the physician to treat these patients
in his office or In their homes, and
thus relieve the congestion in insti-
tutions. Merely Instructing the pa-
tients on proper nutrition helps them
to ward off illness. It is amazing
how much better many older people
feel when they have an adequate in-
take of ascorbic acid, calcium, and
proteins.
Many problems of advancing years

must be solved by clinicians. - They
deal with the patients under condi-
tions as they exist. Their experi-
ence enables them to guide social
workers, physiotherapists, hospital
superintendents, and others active
In the field of geriatrics. On the
other hand, precilnical medicine must
be Increasingly practiced by the
medical profession.

. . *

The full text of this paper apF
peared In Medioal T4me 79: 737-738
(December 1951).
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Medical and Social
Problems in England

By R. E. TUNBRIDGE, M. D.,

Department of Medicine,
University of Leeds, Leeds,
England

One of the features of the present
century has been the change in the
age composition of the population
in almost every country. In the
United Kingdom today, approxi-
mately 1 in 7.5, or almost 14 percent

of the population, are of pensionable
age, that is, men over 65 and women

over 60 years of age. Between one-

fifth and one-sixth of the population
will be of pensionable age by 1980.
Taking into account that one-fifth of

the population will be composed of

children under 15 and that many

married women will be outside the

labor force, it would appear that

less than 50 percent of the popula-

tion will have to support the entire

population.

Pension Plans
Provision for retirement is from

two sources, pension schemes where
the amount of pension is based upon

previous earnings, and the flat rate

which is available to all other in-
sured but not self-employed workers.
In addition, old age pensions are

available to all people over 70 pro-

vided their income does not exceed
two pounds ($6) per week. The

cost of the limited pension scheme
now takes more than one-tenth of

the national budget. In 30 years,

if money retains its present value,

the pensions will cost at least one-

fifth of the national budget. These
assessments do not take account of
the cost of other social services for

the aged.
Increased methods of production

may help to remedy the situation,

but the obvious solution is to abol-

ish full retirement at the present

early age of 65 for men and 60 for

women and to encourage part-time

work as long as possible. This is

desirable from a medicosocial as

well as an economic viewpoint be-

cause early retirement frequently

leads to a sense of not being wanted,

uselessness, and loneliness, with se-
rious consequences to the health and
happiness of the retired person.

Medical Care
The change in the age composition

raises many fundamental medical
problems. It cannot be too often
stated that disease in the elderly
is not invariably chronic illness.
Several recent surveys in the United
Kingdom have shown that the com-
mon disorders in persons over 70
requiring hospitalization are mental
disorders, arthritides, vascular de-
generation, incontinence, and bron-
chitis.
Minor medical maladies and social

factors, if not given sufficient atten-
tion, can hasten decline. Although
sickness in the elderly does not ex-
hibit entirely new disease forms, the
reaction of the older patient to ill-
ness does provide many medical and
social problems. It is often impos-
sible to separate the medical from
the social problems, and both must be
assessed and adequately met. Ade-
quate care for the aging thus de-
mands a reorientation in medical
teaching among doctors and nurses.

Intensive Home Care
Of the Chronically Ill

By LOUIS UDELL, M. D.,
Medical Director, Intensive
Home Care Plan, visiting
Nurse Society of Philadel-
phia

Because of the limited number of
hospital beds available and the very
apparent increase in the incidence
of chronic diseases, especially in
the aged group, the problem of car-

ing for these patients is becoming
more acute. Home care seems to be
the answer for many persons who do
not need active specialized care.

Philadelphia has had an intensive
home care plan for the chronically
ill in operation since April 1949. It
was developed in response to or-

ganized community demand to deter-
mine whether medical and suppor-
tive services for chronically ill pa-
tients In their own homes and under
the care of their own visiting phy-

sician would lead to maximum im-
provement at less expense than
through hospital and institutional
care. During the 2 years it has
been in operation (in a section of the
city with a population of 325,000),
the plan has cared for 110 patients,
about half of whom were over 65
years of age. Services have been
offered on a visiting basis at a fre-
quency determined by the need and
have been coordinated by a commu-
nity public health nursing associa-
tion. These services include medical,
nursing, physical therapy, occupa-
tional therapy, nutrition, speech
training, and housekeeping care, sup-
ported by social case work and men-
tal health consultation. The team
approach has been used throughout
with careful admission review and
regular progress conferences. Re-
ferrals have come from all hospitals
and a large number of private physi-
cians in the area.
This plan, though patterned after

the Montefiore Hospital home care

plan, differs from it mainly in (1)
control of the patient, (2) home con-

ditions, and (3) administration.
Patients remain under the control
of their own private physicians,
rather than under the direct care of
the hospital. Unlike the hospital
plans, ideal home conditions do not

enter into the decision to accept a

patient. Finally, the hospitals in
the area have no direct voice In the
administration of the plan, although
they do refer their chronically ill
patients and provide necessary lab-
oratory or X-ray services, or medi-
cal and surgical consultation, on a

fee basis.
The net cost of the plan for two

and a quarter years has been $25,-
439.75. It has cost the community
approximately $3 each patient-day.
The reaction of the hospitals and

the private physicians in the area

to the plan has been very favorable.
Moreover, the patients and their
families have benefited considerably.
Improvements have been noted in
conditions formerly believed to be
static or hopeless.
This program is suggested as one

approach to the problem of care for
older persons with chronic illness
who wish to remain at home. Con-
sideration of the organizational pat-
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tern, the relationships involved, and
the costs of promotion and operation
leads to the conclusion that such a
plan can be repeated in a wide va-
riety of communities.

Needs for Economic
Security in Old Age

By EDWIN E. WITTE, Ph. D.,
Chairman, Department of
Economics, University of
Wisconsin

Two main points are made as an-
tidotes to popular impressions:
First, adequate economic means, al-
though not all that is needed, are
essential for a happy old age. Sec-
ond, many different approaches are
needed to insure adequate income in
old age. Specifically, on the latter
point, increasing employment op-
portunities for older people are not
a cure-all for the economic problems.

Economic Problems
Increased attention to nonecono-

mic problems which the gerontologi-
cal movement has produced may
minimize the importance of economic
issues. Although this recent inter-
est is to the good, It may obscure the
important truths that many older
people lack economic means for de-
cent existence. Prolonging life by
conquering disease does not of itself
solve the problem of how people will
live. For the great majority of peo-
ple, old age is a time of reduced in-
come and, for many, complete ces-
sation of earnings.
Although many costs decrease in

the older years, some increase with
age, notably costs of medical and
related care. Also, old age is be-
coming a progressively longer pe-

riod for many people-average life
expectancy for men at 65 is over 13
years and for women, about 3 years
longer, more than one-fourth as long
as the so-called productive period of
life.

Just as for most people, employ-
ment is the best way to provide eco-
nomic security for older persons.
But, many older people cannot work
full time or at all, and those who can
work cannot be readily fitted into
new jobs. Nearly half cannot work
by reason of physical incapacity.
The present enthusiasm for in-
creased employment of older people
is most laudable, but the entire prob-
lem of economic support cannot be
answered by finding employment for
older workers. Women now exceed
men in this age group and their per-
centage is rapidly increasing. The
proportion of older women workers
has increased but is still below 10
percent. Even maintaining the pres-
ent percentage of men who are gain-
fully occupied-45 percent-will
necessitate the employment of many
more older people, as their number
is increasing so rapidly.

Support for Older People
We know very little about how

older people actually get their live-
lihood. It is clear that many older
people have to live very skimpily.
We must find out why some older
people are in need while others are
getting along very well economically.
Two factors seem mainly to account
for this difference: earnings received
before age 65, and employment or
lack of employment after 65. Back
of these are other reasons for want
in old age: unemployment, long se-
rious illness, disabilities, loss of
savings and their declining value.
We also know little about the

savings of older people. Although

savings have greatly increased dur-
ing the last decade, certain forms of
savings have greatly shrunk in value.
We should also know more about

the extent of aid from children and
the significance of industrial pen-
sions which have been very much in
the limelight in recent years.
There is great need for more re-

search and information, but likewise
for acquainting the public with
facts already known and presenting
these facts in the proper perspective.
Among these are the defects in the
present Government systems: the
old-age assistance program anoma-
lously gives older people larger pay-
ments than are provided on the aver-
age under the contributory insurance
system.

Conclusions
In stressing defects in present pro-

grams for economic security, prog-
ress made in the last two decades
must not be overlooked. Older peo-
ple are better off economically than
they were during the depression and,
quite likely, than during the pros-
perQus twenties. But these pro-
grams have hardly kept up with
changing price levels and improve-
ments are necessary.

Increased attention must be given
to social security and to the eco-
nomic aspects of the aging popula-
tion. The prevailing ignorance on
these aspects is astounding in view
of the immense amount of discus-
sion. This may be one consequence
of the gerontological movement. It
may lull people into thinking that
the economic problems of old age
have been solved if only the em-
ployment opportunities of older
people are increased. This would be
most unfortunate, because It Is
clearly false.

Scheduled for Early Publication
The Mental Hygiene of Aging. By Paul V. Lemkau.
Hospital Beds in the United States. The unmet bed needs, as reflected by comparing 1951

with 1948 data, are reported.
Lead Poisoning in Young Children. Prevention methods for local health departments are

discussed by Huntington Williams, Emanuel Kaplan, Charles E. Couchman, and R. R.
Sayers.

Effect of Radioactive Materials in Environmental Health. Radiation hazards are explained
by Conrad P. Straub.

Vol. 67, No. 2, February 1952 141


